A 69-year-old woman was transferred to our intensive care unit with concerns of a possible rupture of abdominal aortic aneurysm (AAA). She presented with a 1-week history of sharp left upper quadrant abdominal pain radiating to her back. Her comorbidities included hypertension and chronic obstructive pulmonary disease with a >90 pack-year history of smoking. On examination, she was hemodynamically stable but was cachectic in appearance and had epigastric tenderness. Laboratory evaluation revealed hemoglobin of 11g/dL, white cell count of 12 900 k/uL, and creatinine of 0.4 mg/dL. Both the erythrocyte sedimentation rate and c-reactive protein were elevated (100 mm/h and 6.9 mg/dL, respectively). Computed tomography scan performed at the outside facility demonstrated diffuse aortic plaque with descending thoracic aortic aneurysm measuring 4.2 cm (Figure 1 , arrow) and a small juxtarenal abdominal aortic aneurysm measuring 3.9 cm with adjacent soft tissue mass along the left lateral aspect of the aorta (Figure 2 ). The celiac artery was occluded. Additional diagnostic testing included antinuclear and antineutrophilic cytoplasmic antibody titers and blood cultures, all of which were normal. Subsequent magnetic resonance angiography with gadolinium and edema-weighted imaging demonstrated enhancement and edema of the periaortic soft tissue mass extending into the left retroperitoneal space and around the inferior vena cava ( Figure 3 ).
Given the differential diagnosis of inflammation versus neoplasm, a computed tomography-guided biopsy of the periaortic mass was performed and demonstrated chronic periaortic inflammation with infiltrate of neutrophils, lymphocytes, plasma cells, and eosinophils ( Figure 4A ), as well as reactive fibroblastic proliferation ( Figure 4B ). Of note, the characteristic findings of giant cell arteritis were absent. There was no evidence of malignancy. Serum immunoglobulin G subclass panel did not show an excess of immunoglobulin G4 1 . With the diagnosis of inflammatory AAA, the patient was started on prednisone 30 mg/d with subsequent slow taper and plan for surveillance imaging. Antiatherosclerotic therapies, including statin, aspirin, and angiotensin-converting enzyme inhibitor were instituted. The patient was counseled on the importance of smoking cessation.
Patient responded well to steroids initially and her flank/ back pain resolved. The patient was discharged with plans for clinical follow-up at 1 month followed by an MRI of the aorta at 3 months to evaluate the response of periaortic inflammation and surrounding soft tissues. She was also counseled on need for periodic imaging surveillance to monitor the growth of her thoracic and abdominal aortic aneurysms. She opted to follow-up in her local community and was lost to follow-up at our facility.
Inflammatory AAA is on the spectrum of disorders known as chronic periaortitis, also including idiopathic thoracic and abdominal periaortitis and idiopathic retroperitoneal fibrosis (Ormond's disease). 1 This process can involve the inferior vena cava resulting in lower extremity swelling. Involvement of ureters may present as hydronephrosis. 2 In this entity, inflammation of the aortic adventitia and surrounding structures generally does not involve the aortic vessel wall to the extent of Takayasu or giant cell arteritis. Recently, the association of chronic periaortitis and immunoglobulin G4-related inflammatory disease has been described. 3 Inflammatory AAA is associated with a higher prevalence of aneurysmrelated symptoms, such as back or abdominal pain and fever, and a lower risk of rupture than conventional AAA. 1 
